THE BRITISH doctor will have been trained to recognise a classical picture of disease which has arisen in a European culture and has therefore been descrilbed in Western terms. It is too often assu\med that this is the normal pattern for other peoples in other lands. This assumption is far from correct. The frequency, sy(mptomatology, and sometimes even the presence of an illness in a community depend to a considerable extent on the environment in which it arises. The climate, the standard of nutrition, the presence or absence of infecting organisms and the habits of the people are factors of considerable variety which impose an equal variety of illness patterns upon differing cultures.
If Uganda is taken for example, Burkitt, Nelson and Williams (1963) have shown that not only has East Africa in general a different illness pattern than Britain, but great differences can be observed in East Africa and even within Uganda itself. Atherosclerosis, pulmonary embolism, post-operative venous thrombosis and coronary artery disease are rare. Cancer of the breast, lung, bowel and stomach are rare; whereas cancer of the skin and penis are common. Gallstones and urinary stones are very rare. Although tuberculosis of the bones and lungs are common, genito-urinary disease is almost unknown. As a surgical emergency, strangulated hern,ias in Uganda are infinitely more common than appendicitis or peptic ulcer perforation. Ulcerative colitis is rare and tears to the cartilage of the knee joints are almost unknown. (Burkitt, 1965) .
The pattern of psychiatric illness in Africa is equally determined by culture. Tooth (1950) writing ajbout Ghana Africans, stated that-"One is forced to the conclusion that there are real differences in the quality of psychotic reactions in different racial and cultural backgrounds which make it impossible to fit them into an accepted nosological framework." Tewfik (1958) has shown that in tribal agricultural areas of Uganda the incidence of psychosis is low, but with internal migration, industrialisation and the breakdown of traditional authority, the frequency of mental illness rises sharply. From a population of six million, 500 patients were admitted to the Mental Hospital in 1955, 1,000 in 1960 and 1,500 in 1963. This increase cannot be explained by the readmission rate which has kept fairly constant at about 10%. There has also been an increase in admissions to the General Hospital, but this has not been in any way comparable to the increase in the Mental Hospital. Statistics on mental illness which have been gathered from community studies and mental hospital populations throughout Africa show the incidence of mental illness in the male is 50%0 in excess of that of the female. Patients are most frequenltly admitted between the ages of 20-40 years, but this can largely be explained by a difference in the age of the population.
There is a very differen-t pattern of psychosis in Uganda. A minority of patients have classical illnesses which would be identified throughout the world. Mania, general paralysis of the insane, epilepsy and chronic schizophrenia can be easily recognized. Most writers are agreed that depression is rare in Africa. Suicide rates in Africa vary considerably in the different territories according to the tribal attitudes towards suicide, but in general they are low. The majority of admissions to mental hospitals are diagnosed as schizophrenia, e.g., de Wet (1957) As public healith measures soften the hostility of the environment and education removes some of the irrationality of fear, the expectation of life improves, and the more violent forms of frenzy occur less frequently.
Despite the severity of the psycholtic symptoms, within three months 83% of the patients had been discharged and able to return to the work they were doing prior to their illness. A minority of pa'tients remained dull and sleepy for varying periods and in a smaller number the illness wenit on to a picture of chronic schizophrenia sueh as is seen elsewhere in the world.
Hypochondriasis and hysterical conversion reactions are frequently seen. They are usually ascrilbed to bewitchment, and treated quite successfully by local traditional means either individually or by group exorcism.
This illlness pattern mentioned above is common in unsophisticated people in many parts of the world and particularly occurs in a culture where there is a belief in witchcraft and animistic religions. ilt is as if the difficulties of life instead of being attributed to personal failure are projected into culturally determined external channels.
In discussing the psychosis of immigrant peoples and a comparison of their breakdown rates relative to those of the host community, there are several points that need to be considered.
(1) The immigrant tends to respond to stress according to the cutlture of his childhood environment.
(2) The host community may attract a positive or negative selection of the immigrants according to the circumstances prompting embarkation. Eitinger noted that the incidence of psychoses among the refugees in Norway is, for all diagnoses, five times higher than would be expected when compared with the matched Norwegian population. The symptoms which appear to be of special importance among refugees were persecutory delusions, disturbances of consciousness, conversion symptoms and ideas of jealously. Somatic conversions occurred in nearly half of Eitinger's patients and were much more frequent in his refugee material 'than in the conitrols that he used. He was struck by the difficulty that the patients had in talking about their psychic symptoms, while they had no such difficulty in recounting their somatic complaints. These patients feel that the doctor will not be able to sympathise or comprehend their attempts to speak of their nervous distress and they thus mention only their bodily pains.
Students from albroad are particularly likely to 'be 'brought to 'the attent-ion of the psychiatrist as they frequently suffer from psychological distress. A well recognised syndrome which is seen frequently in students coming from India tand Africa is described under the title 'The Brain Fag Syndrome' by Prince (1960) . The symptoms commence during a period of intense reading or study prior to examinations. The symptoms are intelHlectual impairment, speciial sensory impairment, particularly visual, and somatic complaints, usually pain of a burning character in the head and neck. It is commonly observed in adult unmarried males between the ages of 15 and 30 who are students at university or teachers or government clerks who are studying in their spare time to raise their educational level. The patients find they are unable to comprehend what they have just read or to follow what is given in a lecture. When they attempt to study there is a burning sensation over the skull and the eyes seem strained or the lids seem to close compulsively. There is also a general weakness of the body, difficulty in getting up in the mornings, and a tendency to sleep during the day. The patients lose interest in their families and their girl friends and the syndrome is often accompanied by impotence. Often the patients are the rather spoilt sons of wealthy parents who have sent their sons to this country at considerable expense but sometimes not at the recommendation of the university in the home country. The patients become apprehensive that they will fail their examinations and they tend to study until very late in the evenings, with resulting withdrawal from social contacts. They are afraid to face the disgrace of a return to the family home without the necessary qualification, and avoid the final examinations by changing curriculae and thus tend to become chronic students.
An example of a culturally acceptalble people, mainly of comparatively high occupation-al status, who have settled quite well following migration is given by Malzberg (1964 The illness can best be seen as a continuum. At one end were illnesses with predominantly paranoid symptoms, whereas at the other end of the continuum were patients with predominantly confusional symptomatology. Disturbances of behaviour were nearer to the confusional end of the scale whereas disturbances of mood were nearer to the paranoid end of the scale. Hallucinations and hypochondriasis took up a broad central position. Patients whose illness tended towards the confusional end of the scale were of good prognosis and often improved without specific treatment; whereas patients on the paranoid end of the scale, particularly if this were associated with depression, often required electrical treatment. The latter illnesses tended to be longer lasting and after recovery the patients found more difficulty in social adjustment
In some patients it was clear that the illness was precipitated by social factors e.g., if during weekend leave an upset occurred, the mental state of the patient might relapse to its previous condition, despite the continuation of psychotropic drugs which were thought to have been responsible for the improvement that had been achieved.
If this type of reaction occurred in a European patient most psychiatrists would feel that some genetically determined biochemical disturbance had occurred in the brain, and that a prolonged course of electrical treatment and phenothiazine drugs would be indicated.
However, the West Indian patients frequently respond to distress by dissociation into a condition resembling schizophrenia. Several patients were accustomed to attending Pentecostal churches, such as the Church of God. In the course of this kind of service, it is expected that some of the congregation will respond to the Holv Spirit by excitement, stupor and 'talking in tongues'; that is uttering words of praise to God in a language or languages unknown to the natient.
Progress. 77%/, of our patients were able to return to their previous employment; of these 430/ anneared to have recovered completely, while 3404 were much improved; 18.5%/0 had some residual svmptoms of retardation or a remnant of their previous paranoid attitude: and 4.504 had not imoroved at the time of discharge. Of the male patients, 6504, had recovered or imoroved, whilst of the female natients. 900/ had recovered or improved. It mav well be that the better proanosis amongst t'he female motients was due to the fact that they were able to obtain employment more easily. Thus the picture of mental illness in West Indian immigrants is much the same as that described in the Caribbean census and is similar to that occurring in unsophisticated peoples of the world. The illness may occur more frequently following migration, but it does not seem to alter in character. Lambo (1955) has shown that with education, the amorphous confusional states among Nigerians become less frequent.
Indian Immigrants
For many years the Indian people have migrated to many countries including most of those which were under British rule. They were recruited by the Colonial Governments and the East India Company to satisfy the labour needs of the developing colonies.
The migrants mostly come from specific regions in India and they tend to retain the culture, language and kinship of their parent country even when they are away for long periods. Like the West Indians they were attracted to the occupational opportunities in post-war Britain. In 1952 it was estimated that there were 10,700 Indians in this country. This figure rose to between 70 and 100 thousands in 1960 ('Desai, 1963 October, 1965 group.bmj.com on April 6, 2017 -Published by http://pmj.bmj.com/ Downloaded from extension of his life in India. A sense of community does not extend outside his kinship group. There are strict laws governing sexual behaviour and married people will behave formally 'before others and particularly before children.
In this country most households are run on the Indian pattern of a joint family system in which the house owner takes the place of the senior male as the patriarch for the residents. Community living, sharing of domestic equipment and often of food is usual and guests are entertained in the joint lounge rather than privately. Quarrels are settled through the senior community members and the police are only called in exceptional circumstances. Gaitonde (1964) speaking of socio-cultural attitudes in India says-"The early development influences to which an Indian child is exposed emphasize a sense of belongingness to the family and a sense of responsilbility toward the family members, leading, in turn, to the formation of a super-ego, which has more a social than personal character. The religious outlook which emphasizes that a person's existence is only a moment on the infinite scale of life's cycle enables him to tolerate frustration with tranquillity and minimises the urgency of ipersonal initiative to change things and make life more bearable. Respect for the elderly makes it possible to grow old in Indian society with grace and equanimity. The social, religious, and family organization promotes the development of basic personality pattern in which personal initiative is replaced by a sense of conformity, in which responsibility is exercised without personal authority, in which security is associated with a sense of dependence and self-respect with a sense of helplessness, but in which opportunities for isolation and acute anxiety are minimised."
This rather passive attitude may well account for a syndrome which is described by Carstairs (1958) under the title of 'Jiryan', which he believes is the commonest form of anxiety neurosis amongst the males in the Indian communities he knew. The sufferer believes that he is continuously losing semen into his urinary tract. He may bring a specimen of urine to the doctor showing perhaps a deposit of phosphates or urates and assert that this contains semen. He attributes his symptoms of exhaustion, inertia and a wasting-away of the bodily tissues to 'this seminal loss. Many have been victimised by sex specialists in India who offer treatment for impotence which they diagnose even in the presence of regular successful sexual intercourse. No matter how frequently the sufferer has intercourse the specialist would suggest that he should be having it more frequently.
Personal experience of Indian patients in Kampala shows that many young males, particularly those who have been educated in England, find it difficult to adjust to a joint family system in which they will have no authority until they reach middle age or even later in life.
We were unable to find any literature concerning mental illness occurring in Indians in Britain. 
